INTRODUCTION
Every year, approximately 500,000 patients (1-2%) leave U.S. hospitals against medical advice (AMA).
1,2 Unfortunately, patients who leave AMA are more likely to die or be readmitted in 30 days. 3, 4 When patients leave the hospital AMA, physicians may frequently inform patients that they will be held financially liable for hospital charges. 5 However, it is currently unclear whether or not insurers including Medicare and Medicaid deny payment to the hospital in these circumstances. 6 In the only published study to date examining this issue, there were no instances of insurance declining payment for 104 patients who left AMA from an emergency department. 5 No study has specifically examined whether insurers deny payment for hospitalized patients who leave AMA, or examined the beliefs of hospital-based physicians and whether they affect patient counseling. We aim to ascertain how often insurers refuse payment for patients who leave AMA, and to see if physician beliefs are associated with the way they counsel patients intending to leave AMA.
DESIGN Study Design
This is a retrospective cohort study from July 2001 to March 2010 of all patients enrolled in the University of Chicago Hospitalist Study, a large ongoing study of quality of care and resource allocation for hospitalized general medicine patients. 7 Trained research assistants approached newly admitted patients and asked them to participate in a brief inpatient interview and consent to review of their medical record and billing information. This study was approved by the Institutional Review Board at the University of Chicago.
Discharge Status and Billing Status
For each patient enrolled, trained research assistants abstracted the medical record to examine if the patient left AMA. A patient would be identified as leaving AMA based on physician notes, nursing notes, physician orders, or AMA forms signed by the patient. Review of a random sample of twenty patient charts categorized as "discharged AMA" was undertaken to validate this method. 8 All patients in the Hospitalist Study with a discharge status of "left against medical advice" over 9 years where included in our study. This sample of encounters was then matched to billing data. Total charges, primary payer, amount paid by payer, adjustment by the hospital, and remaining balance were obtained from hospital billing data using AccountDoc and PainSir in the billing software, Centricity (IDX Systems, 2004) . In cases where the patient had health insurance but no billing collections were obtained, we reviewed the reason for denial of payment.
Physician Survey
An Internet survey was conducted of general internal medicine attending physicians to determine the degree to which they agreed with the statement: "When a patient leaves the hospital against medical advice, insurance companies do not pay for the patient's hospitalization". Attendings responded using a 5-point Likert Scale ranging from strongly agree to strongly disagree. Attendings were also asked: "When a patient leaves the hospital against medical advice, how often do you inform them that they may be held financially responsible for the care they received?", to which they responded on a 5-point Likert Scale ranging from never to always. Attending were also asked why they may advise patients of potential financial liability, and where they learned this practice using a response set of potential options and an additional field to write in other responses (see online Appendix).
Internal Medicine residents at the University of Chicago were asked to complete a paper survey using the same questions during morning report, journal club and lunch conference. We also surveyed an anonymous convenience sample of residents from nearby institutions at a local American College of Physicians meeting in October of 2010 to determine whether the beliefs and practices in our hospital were unique.
Statistical Analysis
Descriptive statistics of our sample including age, gender, race, type of insurance, length of stay, total charges, and principal diagnosis (ICD9) were examined using, STATA 11.0 (College Station, TX). T-tests and two-sided Fisher's Exact Tests were used to compare AMA patients who were denied payment to those for whom insurance paid. Wilcoxon Rank Sum tests were used to compare attending and resident survey responses. Responses of "strongly agree or agree" were defined as "believing" that AMA patients are held financially responsible and two-sided Fisher's Exact Tests were used to analyze the association between physician belief that patients are held financially responsible when discharged AMA and the frequency with which they inform patients that they may be held financially responsible. Two-sided Fisher's exact tests were used to compare the origins of respondents' beliefs about AMA discharges.
AMA Form Collection
We collected copies of the AMA forms that patients are asked to sign when they leave AMA to determine if they contain statements that insurance may refuse to pay. The Fellowship and Residency Electronic Interactive Database Access System (FREIDA), an online database maintained by the American Medical Association of accredited graduate medical education programs, was used to generate a list of academic hospitals affiliated with a medical school in Chicago. The research team contacted hospitals to acquire copies of their AMA forms.
RESULTS
From July 2001 to March 2010, 526 (1%, n=46,319) patients admitted to the general medicine service were discharged against medical advice. The majority were male (54.2%), African American (87.4%), and had governmentfunded insurance (50.0% Medicaid, 27.8% Medicare) or were uninsured (13.9%). Few patients had private insurance (8.4%). The mean hospital charge for these admissions was $27,840 ±1,472, of which insurance paid on average $5,970 ±$603 (see Table 1 ).
Of the 453 (86.1%) instances in which patients left AMA and had insurance, there were only 18 cases (4.0%) when insurance did not pay. Interestingly, patients who were denied payment were significantly less likely to be African American (55.6% vs 87.8% of those for whom payment was made, p= 0.001). Of the patients who were denied payment, none had any of the three most common principal diagnoses: sickle cell anemia, HIV, and congestive heart failure.
More characteristics of patients by whether or not their insurance paid are described in Table 2 . Review of billing data demonstrated that the most common reasons for denial were untimely submission of the bill, confusion about patient identity, and extended utilization review. There were no instances in which an insurance company denied payment because the patient left against medical advice.
Of the general internal medicine physicians, 73.9% (51/69) of residents and 56.2% (41/73) of attending physicians completed the survey. While the resident survey was anonymous, attending responders did not differ from nonresponders with respect to gender or specialty. Most residents (68.0%) and nearly half attendings (43.9%) agreed or strongly agreed with the statement "when a patient leaves the hospital against medical advice, insurance companies do not pay for the patient's hospitalization" (see Fig. 1 ). Also, most residents (70.6%) and half of attending physicians (51.2%) responded that they often or always inform patients that they may be held financially responsible if they leave AMA.
Attendings who believe insurance will not pay were more likely to report that they inform their patients that they might be held financially responsible (mean 4.2 vs. 1.7 among attendings believing insurance would not pay, on a Likert 1-5 scale, in which 5 is "always" inform, p<0.001).
Residents' belief that insurance will not pay was not associated with a significant increase in their reported frequency of informing their patients that they might be held financially responsible (Likert mean=4.2 believe vs. 3.75 don't believe, p=0.330). The most common reasons for informing patients were "so they will reconsider staying Fig. 2 ). Others learned from the hospital form that is given to patients when they sign out against medical advice (17.4% residents, 16.0% attendings). A few residents (8.7%) and several attendings (24.0%) checked "other" and wrote in answers for how they learned, including "internet", "rumor", and "guess".
Our convenience sample included 114 responses from residents representing 13 different Illinois internal medicine residency programs. Of the convenience sample, 40.4% (46) agreed or strongly agreed that insurance does not pay for AMA patients. In addition, 43.0% (49) indicated they often or always inform patients that they may be held financially responsible if they leave AMA.
AMA forms were obtained from 94.4% (17/18) of hospitals with internal medicine residency programs in the Chicago metropolitan area. Of note, only the AMA forms from two of the seventeen hospitals contained language about any possible financial consequences. One stated "I agree to be responsible for any part of the hospital bill not covered by insurance because I left the hospital," the other, "I understand that some insurance companies refuse to pay for care provided during a stay ending in discharge against medical advice. In such instances, the patient becomes directly responsible for the entire bill." DISCUSSION This is the first study of hospitalized patients demonstrating that physicians believe that patients are held financially responsible when a patient leaves AMA, despite little evidence of this in 9 years of billing data. Considering no instances were found in which third party payers refused to reimburse for an AMA discharge, it is surprising that the majority of residents and nearly half of attending physicians reported they believe that insurance will not pay when a patient leaves AMA and thus counsel patients accordingly. Our survey of residents at other institutions suggests this is not a single institution myth, but a pervasive "medical urban legend."
Although no claims were denied by insurance because of AMA discharges, there was a small group of claims that were denied for administrative reasons. Patients in that group were less likely to be African American, which is particularly interesting because African American patients were more likely to leave AMA in this study. Considering that white patients in our sample were significantly more likely to have private insurance, this finding is likely explained by the fact that private insurance plans were more likely to deny payment for any reason. In future work, it is important to understand more about the practices of private insurers with respect to patients discharged AMA.
It appears that residents and case managers are the main sources through which this belief is propagated. However, many residents and attendings cited other sources including other attendings, nurses, medical school, the internet, hospital staff, and even the AMA form itself. These results are consistent with knowledge of how information passes through the densely connected social and professional networks in hospitals. 9 Based on our results and previous studies on the development of practice styles, 10 it is reasonable to assume that many, if not most, residents joining our network will quickly adopt this belief and practice. Not surprisingly, resident and attending beliefs about what happens to patients that leave AMA are tightly linked to their behaviors, suggesting the importance of a targeted educational intervention. Education is especially important since when a patient is threatening to leave AMA and their physician is warning them about financial consequences, there has already been a breakdown in the patient-doctor relationship. Existing literature indicates that a patientcentered approach would involve meeting promptly with your patient, hearing their concerns and attempting to reach compromise that is safe and acceptable for the patient. 20, 21 Because a compromise that is acceptable to both parties cannot always be reached, there are indeed situations when physicians need to respect patient autonomy. While we understand physicians may want to inform patients of potential financial concern, it is not ethical to scare patients with misleading information. Therefore, hospitals should ensure that employees understand the financial responsibility of patients discharged AMA. Statements made by staff or written on hospital AMA forms threatening financial responsibility should be modified to reflect what actually happens. Our data indicate that many physicians, especially residents, inform patients they may be held financially liable for leaving AMA to make them reconsider staying in the hospital. Therefore, effective interventions should include education on what to do when a patient wants to leave AMA. 11, 12 This study has several limitations. First, our study was conducted predominantly at a single institution calling into question the generalizability of our findings to other centers. It is important to note that residents and attendings from our institution represent a broad sample of medical schools all over the country. In addition, the convenience sample includes an even broader sample of residency programs, including those who train predominantly international medical graduates. In attempting to explore whether this phenomenon was more widespread, we have encountered many anecdotal reports of beliefs or questions regarding this issue, highlighting the confusion of doctors and patients. [14] [15] [16] [17] Our patient cohort is also from a single institution because we only had access to billing data from our own hospital. Because insurance policies differ from state to state, our results may not apply to certain insurers in other states. Also, most patients in this study had government insurance, which is consistent with previous studies of patients that leave AMA. 1, 13 However, this limits our knowledge of how private insurance handles patients discharged AMA. Several sources, including a representative from Medicare, have confirmed that Medicare has no policy to deny payment of hospital charges to patients who leave AMA. 18 Payments are made based on a determination of whether care was medically necessary, regardless of how the patient is discharged. Furthermore, we are unaware of any private insurance carrier policies to deny payment of hospital charges for patients signing out against medical advice. Lastly, the 1990 case of Arkansas Blue Cross and Blue Shield v Loretta Long is very relevant to this discussion. In this case, Arkansas Blue Cross attempted to exercise an exclusion policy against Loretta Long for an inpatient hospital stay that ended in discharge against medical advice. The Supreme Court of Arkansas ruled that Blue Cross Blue Shield were bound to pay for services incurred prior to discharge, regardless of discharge AMA, because a such an exclusion policy would "divest the insured of benefits already accrued, for which no reasonable basis exists" and was therefore "against public policy". 19 However, it is unclear how this ruling would affect insurer attempts to deny payment for rapid readmission for the same diagnosis. For these reasons, we believe a larger national survey of insurers would be critical to truly elucidate the industry standards regarding this topic.
Nevertheless, this study reveals that despite the widespread belief among inpatient physicians at one large academic institution that patients are held financially liable when patients leave AMA, there were no actual instances of insurance failing to pay hospital charges on this basis in a nine year cohort at the same institution. Education of health care workers, particularly physicians and caseworkers, is needed to ensure physicians have accurate information when they are negotiating with a patient wanting to leave AMA. We are currently working to improve clinician communication with patients who want to leave against medical advice through the use of an educational video and website with resources. 22 In addition to clarifying information about financial responsibility, the focus of our educational program is to highlight patient-centered strategies for negotiating the care of patients that want to leave AMA. Through formal training in communication, we hope to change future practice and improve outcomes.
